(1845) Zietschrift der k k Gesellschaft der Aertze zu Wein Zweiter Jahrg l, 148, 211 Hollaender E (1903) (Asher 1951) . We report a patient who had all these features in rapid succession during one hospital admission and, in addition, pseudo severe acute asthma requiring mechanical assisted ventilation.
Case report
A 22-year-old woman, with a 9-year history of asthma was admitted with a severe asthmatic attack. She was distressed and dyspnoeic at rest. Her pulse was 120/minute and her respiration pattern was shallow with few wheezes but coarse crackles at both lung bases. Her peak expiratory flow (PEF) was unrecordable, FEVI 0.11 and FVC 0.31. She had had two previous admissions with acute asthma. During the second of these admissions serial PEF readings were noted to bear little relation to therapy. Major airway obstruction was excluded by bronchoscopy and bronchiectasis by bronchography. She was aggressive and manipulative and had paranoid ideas. As a child she had been beaten by her father and had been taken into care by the Social Services. She was separated from her husband. Her asthma had worsened during her pregnanciesthe first resulting in a stillbirth at 37 weeks, the second in a child handicapped by cerebral palsy, and the third in a premature normal infant.
During the current admission she responded slowly to standard maximal therapy and developed a high (41'C) swinging fever. She insisted on regulating her own nebulizer therapy and drew up each dose with syringe and needle. On the 6th day she became acutely dyspnoeic and distressed, again with an unrecordable PEF, crackles at the left base and a normal chest radiograph. Arterial blood gases on air were: pH 7.44, Pco2 3.5 kPa, P02 13.6 kPa. She continued on maximal therapy for asthma (including aminophylline infusion, intravenous hydrocortisone and antibiotics).
Her distress and dyspnoea worsened and she started to have periods of apnoea of up to 30 seconds duration. She then had a respiratory arrest, was intubated and ventilated. Ventilation was easy and inflation pressures were normal. Four hours later she extubated herself despite heavy sedation. During a subsequent apnoeic attack, her arterial blood gases on air were: pH 7.42, Pco2 3.46, P02 7.66. Fifteen minutes after recovery on 35% oxygen they were: pH 7.39, Pco2 3.83, P02 23.8. On the 13th day she developed severe left-sided pleuritic chest pain and haemoptysis. The high swinging fever persisted, but when her temperature was measured under close supervision it was always normal. Over the next 10 days the severity of pain, which was refractory to opiates, increased and dramatic haemoptysis continued. These usually occurred before an audience, with profuse coughing, and the bedclothes were frequently spattered with blood. All laboratory investigations were repeatedly normal and her haemoglobin did not fall. At bronchoscopy, fresh 'Accepted 15 April 1985 0141-0768/85/080681-02/$02.00/0 blood was seen in the left lower lobe bronchus. A CT scan of the thorax showed no evidence of bronchiectasis, nor evidence of intrapulmonary haemorrhage. A minor anomaly of the left pulmonary artery was noted but digital subtraction angiography of the thorax was normal. At one stage she had such a severe haemoptysis that emergency resection of the left lower lobe was considereda prospect which she welcomed as a possible solution to the problem.
After a further 10 days of intermittent haemoptysis during the period of investigation she was told that her haemoptyses, although alarming for her, caused little respiratory embarrassment and that it was reassuring that her haemoglobin was well maintained. Over the next 4 days her haemoglobin fell by 7 g/l, requiring transfusion. She also developed an abscess in the rectus sheath of the anterior abdominal wall from which faecal organisms were grown. Shortly after this she was discovered venesecting herself late at night under the bedclothes and storing the blood in 150 ml containers. When confronted with the evidence, the patient became abusive and denied the factitious nature of her illness. Deprived of her syringes, the haemoptyses stopped and she was discharged from hospital.
Discussion
This case is most unusual for the sequence of factitious symptoms developing during a single admission. Haemoptysis is a well recognized factitious symptom (Feinsilver et al. 1983 , Roethe et al. 1981 ) which can result in pulmonary resection (Bush & Collins 1982) which was seriously considered in our case, particularly when fresh blood was seen in the left lower lobe bronchi. However, the normal CT scan showing no intrapulmonary blood was regarded as very reassuring. The patient undoubtedly had asthma, although the measurements of severe ventilatory impairment during this admission were not accompanied by appropriate physical signs. However, she produced profound and convincing spells of apnoea, resulting in emergency resuscitation and intubation. The only previous requirement for assisted ventilation being recorded is in the context of factitious neuromuscular disease (Roethe et al. 1981 ). In common with other factitious illness, this patient had a medical background with 2 years of nursing training. She demanded nebulized salbutamol every 2 hours to control her dyspnoea which she tolerated under strict supervision, but the equipment tray in her room gave her the means for autovenesection. Unlike typical patients with Munchausen's syndrome, she had not travelled widely (Asher 1951) but her illness may just be beginning.
Typically she had dramatic self-induced symptoms and a background of social deprivation (Spiro 1968 ): she had an immature and manipulative personality, but was not a malingerer and appeared to have nothing to gain by her illness.
She illustrated yet another symptom and a further variation of this complex condition.
